PRINTED: 05/27/2021

- tuberculosis disease in complance with control

measures adopted by the Commission for Health
Services as specified in 10A NCAC 414 .0205
including subsaquent amendments and editions.
Copies of the rule are available at no charge by
conhtacting the Depaniment of Heaith and Human
Services Tuberculosis Cantrol Program, 1902
Mail Service Center, Raleigh, NC 27889-1802.

This Rule Is not met as avidenced by:
Based on observations, interviews and record
reviews, the facility faited to ensure 1 of 1

: sampled staff had two-step testing for
* tuberculosis upon hire In compliance with control
: measures adopted by the Commission for Public

Health.
The findings are:

Review of Staff E's personnel record revealed:
-Staff E was hired on 01/13/21 as a medication
aide (MA).

-The tuberculesis (TB) screening form for Staff E
did not have documentation of testing for TB skin
testing.

-There was no documentation of TB skin testing
results for Staff £,
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131] 10A NCAC 13F .0406(a) Test For Tuberculosis BOM completed 100% emplayes e suditfor T et fo
identffy that all active employess have valid 1st and 2nd &/25/21
10A NCAC 13F .0408 Test For Tuberculosis stap FPDB within their fis.
(8) Upon employment or living in an adult care Any identified employees without valig TB test In their
home, the administrator and all other staff and flle recelved TB test ar restarted serles. TB tests giver| 6/18/21
o : by LHPS nurse.
any live-in non-residents shall be tested for

BOM will ensure that all new empioyees will have first
step PPD glaced and read Fﬂur (+] bedgirmlng emplox-
ee {iie.

ment at SCOG, Results will be placed in employ 5M4/21
Ongolng

ED wil sign off on al new hires once required

documents, including PPDs, are recaived to approve | 5/14/21

their release to begin werk. Ongoing

BOM created & fickler ?mem 1o remind her to have thn
statf member get their 2nd TB test approximatety 14
days afler hire,
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Interview with the Quality Assuranca Nurse (QAN}
" on 05/11/21 at 4:30pm revealed thare was no TB
iest results on record for Staff E.

' Interview with the Business Office Manager
(BOM} on 05/11/21 at 8:30pm revealed:
-She and the Administrator did an audit in April

- 2021 of staff personnel records; she did not

remember the exact date.

-She found out at that fime Staff E did rnot have

- TB skKin testing done,

i ~She contacted the Licensed Health Profassional
Support (LHPS) Nurse on 05/07/21 to arrangs TB
skin testing for Staff E.

Interview with the Administrator on 05/11/21 at
7:47pm revealed:

-The BOM was responsibie for ensuring newly
hired staff had TB skin testing documentation.

| -When staff needed TR skin tests done, the BOM
let the LHPS Nurse knaw.

-She did net know Staff E had nat had T8 skin
testing done until 05/07/21.

Attempted telephone interview with Staff £ on
05/11/21 at 5:48pm was unsuccassful.

0234 10A NCAC 13F .0703(a) Tuberculosis Test,

. Madical Exam & Immunizatio

|
10A NGAC 13F .0703 Tuberculosis Test, Medical
Examination & Immunizations
(a) Upan admission to an adult care home, each
resident shali be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
speacified in 10A NCAC 41A .0205 including
. Subsequent amendments and editions. Copies of
. the rule are available at no charge by contacting

D131

D 234

RCG will complete 100% resident chart audit for TB
tesl, and identify that all current residents have vaiid

B/25/21
1st and 2nd step TBs within their chart,

LHPS Nurse wil administer TB tests or restart series. -
olr11 any residents identlfied withaut a valid TB test in their
chart. .

B/25/21

RCC will utilize the established tickler system to remain
in compliance with required documents and required '

6/25/21
dates, Including the 2 step PPD. !
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the Department of Health and Human Serviges,
Tuberculosis Control Program, 1902 Mail Service
Center, Ralsigh, North Carolina 27698-1802.

This Rule is not met as evidenced by: H
Based on record reviews and interviews, the
tacility failed to ansure tuberculosis (TB) skin
testing had been completed upon admission for 2
of 5 sampled residents (#1, #4).

The findings are:

" 1. Review of the current FL2 for Resident #1 :
dated C5/05/21 revealad diagnoses included '
hypertension, peripheral vascular disease (PVD),
immobility, congestive heart failure (CHF),
weakness and anemia.

Review of the Resident Register for Resident #1
revealed she was admitted on 11/13/18.

Review of Residant #1's resident record for

. revealed:

~There was documentation of a tuberculin (TB)
skin test that was placed on 11/01/18 and read on
11/03/18 with negative results.

~There was no documentation of a second TB
skin test since admission to the facility for
Resident #1.

Review of doctmentation provided by the facility
on 05/10/21 revealed that a TB skin test had
been administered to Resident #4 on 05/10/21.

Attempted interview with the RCC on 05/10/2+4
and 05/11/21 was unsuccessful. :
Division of Health Service Regulation
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‘ Refer to interview with the Administrater on ! ‘
- 05/11/21 at 7:45pm.

l
2. Review of the current FL2 for Resident #4 ’
i dated 12/23/21 revealed diagnoses included
Coronary artery disease (CAD), congestive heart ‘
failure {CHF) and gastrossophageal reflux i )
‘ disease (GERD). |

| Review of the Resident Regisler for Resident #4
| revealed he was admitted 08/16/18.

‘ Review of Resident #4's resident record revealed: ‘

' -There was documentation of a tuberculin (TB) |
skin test that was placed on 08/16/18 and read on

08/18/18 with negative results. ‘

-There was no documentation of a second TB

skin test since admission to tha facility for

' Resident #4. :

Review cf documentation provided by the facility
on 05/10/21 revealed that a TB skin test had
been administered to Resident #4 on 05/10/21.

Attempted interviews with the RCC on 5/10/21
and 5/11/21 were unsuccessful, |

Refer to interview with the administrator on
05/11/21 at 7:45pm.

7:45pm revealed the Resident Care Coordinator
was responsible for ensuring a 2 step TB skin !
tests were completed for each rasident upon ‘
admission.

Interview with the administrator on 05/11/21 at l
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D289 10A NCAC 13F .0901(a) Personal Care and i D268 ‘
I Supervision The facility shall assure that it provides ‘
personal care to residents according to the
‘ 10A NCAC 13F 0801 Personal Care and residents' plans, and any other personal C?Je
- needs residents may be unable to aitend t
p SUpeRision for themsslves
‘ (a) Adul care hame staff shall provide personal ' |
care to residents according to the residents' care ' ED conducted an all staff meeting in con- L
‘ plans and attend to any other personal cars | junction with the RCC to provide re-education 5/14/21
" needs residents may be unable o attend to for to care staff on the expectations of proper |
" themaelves. ] hand hygiens of residents.
| , Care S/taff will continue to provide hand ‘
‘ ) ) . ! wiping/ sanitizing outside of the dining rao
This Ruie is not met as evidenced by: for residents as they walk in prior to me:.-1|s=r.Tr
J Based on observations, interviews and record i This wili be moenitored by the department nL 5/4/21
) reviews, the facility failed to ensure staff assisted : "head/ designee assigned to the dining roo
' 1 of 6 sampled residents (#8) who required ' for that meal. |
personal care assistance with toiieting and hand 3 ) . . ) ]
washing. | Residents identified to have hygiene diff- |
; iculties after toileting wili be placed on ;
The findi - ‘ toileting rounds for staff assistance to ensure
| The findings are: resident is clean and dry. This includes 5114721
; ) residents’ nails, clothing. bed linen, and evdn
‘ Review of Resident #6's current FL-2 dated touchable surfaces in the bathroom. This
 05/02/20 revealed diagnosis included type il i will be documented in Mattix, and updated
| diabetes mellitus. | on the care plan. This is monitored by the |
RCC. !
‘ Review of Resident #6's current care plan dated ] ‘
, 03/06/21 revealed:
[ -Resident #3 was ambulatory with walker. |
-Resident #3 had limited range of motion of his l
right arm. |
-Resident #3 had bowel and bladder \
incontinence. ‘
~Resident #3 was disoriented, forgetful and ‘ |
needed reminders. ,
‘ -Resident #3 was totally dependent on staff with J
meals and required extensive asaistance with : ‘
f toileting, bathing and dressing, l I
" k
‘ Observations of a shared bathroom between |
| resident rooms 215 and 220 on 06/04/21 at ‘
Division of Health Sarvice Regulation
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WTP711 I continuation sheet 5 of 60




PRINTED: 05/27/2021

D 269‘ Cantinued Fram page 5

' 41:35am revealed:
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-The hand bar ¢n the wall beside the toilet had
feces smeared in two areas wrapped around the
bar.
. -There was feces smeared on the flush handle on
| the toilet.
| -The door jam above the leve! of a doorknob had
‘ feces smeared in two small fngerprint sized
areas.
! -There was feces smeared on the side of the sink
‘ basin and on the faucet handle.
Interview with a housekeeper on 05/04/21 at
| 3:00pm revealed:
-He had cleaned the shared bathroom between
resident rooms 218 and 220.
-He checked that bathroom ihree times a day;
Resident #6 “had some good days and soma not”
related to getting feces on commonly touched
areas in the bathroom.

’ Interview with the Administrator on 06/04/27 at

3:33pm revealed;

Resident #8's shared bathroom was a known

problem.

-Housekeeping staff checked ths bathreom and

i personal care aides (PCAs) checked Resident
#6°s bathroom every hour.

‘ -The PCA reported cleaning needs to the
housekesper.

-She did random monitoring during tha day to
check hehind the housekeeper,

-Resident #6's bathroom was cleaned the

maoming of 05/04/21 after his shower.

| -Resident #6 used the bathroom between being
showsered and funch time.

| -Resident #6 reeded staff assistance with

r

-Thete was no specific direction given for
J‘ Resident #8 and hand hygiens after foileting and

f perzonal hygiene and hand hygiene after toileting.

-
|
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_‘ before meals.

Observations of Resident #6 on 05/05/21 at
8:32am reveeled:

-Resident #6 was lying in the bed; there were

brown smears on the white bed sheets,

-Resident #6 had a dried brown substance

around the cuticles of his nail beds and under the

nalls of the right hand; there was a fecal odor

noted around the resident's hands.

Review of the World Health Organization (WHO},
human feces containg bacteria which can Include
Escherichia coli, cholera, shigella and hepatitis
and ¢an be spread person to persen and on

| surfaces.

Interview with Resident #6 on 05/05/21 at 8:32am
revealed:

. -He had breakfast in the dining room that morming
| {05/05/21).

-No one helped him wash his hands bafore

' breakfast that morning.

| -No one usually hefped him wash his hands,

i Interview with a PCA on 05/05/21 at 8:35am

[ revealed:

-PCAs checked Resident #8 svery two hours and
mada sure his hands were kept clean.

-PCAs checked Resident #6's hands before and
after meals.

-8he did not hslp Resident #6 that moming
{05/05/21) before breakfast because she was not
working that hall at the time.

-She did not know who was working.

Interview with a medication aide {MA) on
05/05/21 at 8:37am revealed:

-PCAs and MaAs checked Resident #6's clothing
and bathroom for cleanliness.

Civision of kealth Service Regulation
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' sitting In the TV room or the dining room; she did
not see him that morning (05/05/21).
-She did not see Resident #6 until he came to the
i medication car after breakfast.
-She did not netice Resident #8's hands that
‘ morning.

-She normally saw Resident #6 on arrival to work l |
Interview with a second MA on 05/11/21 at l
6:11pm revealad: J
. -Resident #8 neaded staff assistance witn
toileting. {
. -Resident #5 went to the bathreom independently !
i and would pull the call light cord in the bathreom;
staff then went ¢own and helped him clean up
| after using the tollet.
| Interview with Resident #6's primary care provider ‘
| (PCP) on 06/C5/21 at 4:00pm revealed:
-There was a hand washing issue for Resident #6
to have feces eround and under his nails at ‘
| meats.
~The concern was for fecal contamination with ‘
. residents sharing the bathroom and in the dining
‘ room area. \

‘ Interview with the Resident Care Coordinator

, {RCC) on 05/05/21 at 8:41am revealed:

| -PCAs should have helped Resident #8 with

. toileting and personal hygiene, including |
hand-washing, after toileting. !

. ~Prior to G5/08/21, staff prioritized monitoring the i ‘

" cleanliness of the bathroom and hand hygiene

- was not addressed. |
.She had not instructed staff to specifically help ‘

. Resident #8 with nhand washing beforg meals,

-Resident #8 having feces on and under his nails

was a concern because the resident was

‘ spreading feces around the facility and risking the |
spread of infections like hepatitis.
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Based on observations, interviews and record
raviews, the facility failed to contact the primary

- care provider (PCP) for the acute and routine

health care neads of 2 of 6 sampled residents
{#4, #5) for multiple doses of unavailable
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Interview with the Administrator on 05/05/21 at
. 10:28am reveaied:
| -There was a hand washing training done with all
residents on 04/30/21,
-1t was not feasible to assist all residents with
hand hygiane before meals; staff were expectad
' to cue and remind residents to clean their hands.
-Resident #6 was independent with toiteting.
-Staff were expected to increase monitering for
Resident #5 and check his bathroom and clothing
for cleanliness.
-PFCAs were sxpected to heip Resident #6 to
" wash his hands after foileting.
| -There was currentlty no system in place to
ensure Resident #6 washed his hands pricr to
meals. L
D 273 10A NCAC 13F .0802(b) Health Cars D273 \
- Somerset Court of Goldsboro shall assure
10A NCAC 13F .0902 Health Care the routine and acute health care needs of
(b) The facility shall assure referral and follow-up residents are met by ensuring referral and
to meet the routine and acute health care needs follow-up are ocurring.
; SFrERIoBE: ED re-educated med aides on appropriate |
[ ! and mandatory use of 24 hour report log 5/14/21
This Rule is not met as evidenced by: RCC to bring electronic activity report of
+ FOLLOW-UP TO TYPE A2 VIOLATION facility, Incident reports, and EMAR
compliance reports to morning management 6/25/21
The Type A2 Violation is abated. Non-compliance F meetings for review with the ED to ensure
RS follow-up is completed.
LHPS nurse in-sarviced Med Aides on the
i THIS ISATYPE B VIOLATION process of MD naotification with change of
i condition or any new onset of symptoms nat  8/25/21

alleviated by current physician orders.
Notification will occur within 24 hours of nof
change. Med Aides were re-educated to

of occurrence. Also, to notify the MD of
missed/ refused medications per the med

notify PCP of every resident fall at the time |

ed
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| psychiatric medications (#4); anad refusals of
 finger stick blood sugar (FSBS) checks and
results greater than 500 mg/dl and refusals of
insulin (#5).

The findings are:

1. Review of the current FL2 for Resident #4
dated 12/23/20 revealed:

-Diagnoses included coronary artery disease
{CAD}, congestive heart failure (CHF) and
gastroesophageal reflux disease (GERD).

-There was a meadication order for Latuda 40mg
to be administered twice a day. (Latuda is used to
treat schizophrenia, }

Review of the current Care Plan for Resident #4
 dated 03/15/21 revealed ne had a history of
mental illness.

Review of Resident #4's eMAR for April 2021
revealed:

' -There was a computer-generated entry for

* Latuda 40mg to be administered twice a day at
8:00am and 8:00pm.

-There was documentation that Latuda 40mg was
not administered at 8:00am on 04/17/21,

04/20/21 and 04/22/21 with exception notas that
indicated the madication was unavailable for
agministration at 8:00am on 04/17/21, 04/20/21
and 04/22/21.

-There was documentation that Latuda 40mg was
not administered at 8:00pm on 04/14/21,
Q4/18/21, 04/18/21, 04/20/21 and 04/21721 with
exception notes that indicated the medication was
unavailable for administration at 8:00pm on
04/14/21, 04/16/21, 04/19/21, 04/20/21 and
04/21/21.

Review of an Incident Report dated 04/05/21
reveated;
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D 273! Continued From page 9 | pars refusal policy. Med Aides were educated thit

documentation of such natification must be
maintained in the resident's chart as well a
a progress note completed.

RCC will review the electronic activity repo
of the facility daily for follow up from the
previous day, including vital signs, progres
notes, and any incidents of concern for
follow-up.

€/25121

At risk meeting is held weekly to discuss a
identified high risk residents, and any

interventions needed. This meeting is held
with all department heads, and led by the El
Weekly documentation is reviewed monthly
for QA and trending. ;

5/13/21

Division of Health Service Ragulation
STATE FORM

sa9g

WTP711 If contirualien sheat 10 of 80



Divigion of Health Service Regulation

PRINTED: 06/2712021
FORM AFPROVED

STATEMENT OF DEFICIENCIES (%1} PROVIOCR/SUPPLIER/CLIA
ANE PLAN OF CORRECTION IDENTIFICATION NUMBER!

HAL096047

{X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

B. WING

R

05/11/2024

NAME OF PROVICER OR SUPFLIER

SOMERSET COURT OF GOLDSBORO

STREET ADDRESS, CITY, STATE, ZIF CODE
603 LOCKHAVEN COURT

GOLDSBORQ, NC 27330

4D

TAG

PREFIX

[ SUMMARY STATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORREGTION >5
PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOMPLEE
TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE

DEFICIENGY) I

0273

Continued From page 10

-Resident #4 was observed {o be arguing with
ancther resident in the hallway.

-Resident #4 told staff, "I hit him in the gye".
-Supervision of Resident #4 was increased to
every 30 minutes.

Interview with Resident #4 on 05/10/21 at 4:00pm
revealed:

-Hs became angry with another resident and the
MA "last week".

-He cussed at anather resident and knocked cups
off the medication cart when he believed the

~ other rasident had threatened him,

! Telephone interview with the pharmacy technician
 for the facility's contracted pharmacy on 05/11/21
at 8:36am revealed:

~Sixteen doses of Latuda 40mg was dispensed

on 02/10/21%.

-Twenty-two doses of Latuda 40mg was
. dispensed on 04/22/21.

-She was unable to sze where Latuda 40mg had
 been dispensed betwesn 02/10/21 and 04/22/21,
-There was no clinical note to indicate why the
{ atuda had not been refilled between those
datas.

-She was not able to see all mulfidose packs that
were dispensed for Resident #4.

Interview with the account manager for the
contracted pharmacy for the facility on 05/11/2C at
4:35pm revealed:

-The phammacy received a signed medication
order on 02/26/21 and the pharmacy system
profilad it as a new order that was not recognized
by the computer systern at the pharmacy.

-The pharmacy received a physician's order for
Latuda 40mg on 02/17/21 to start after the refilis
were cempieted from the previous order.

. and the pharmacy computer system did not

D273
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| recognize the new order.
-Latuds was not filled until contacted by the
facility on 04/22/21

Intervigw with the psychiatrist for Resident #4 on
05/10/21 at 9:40 am revealed:

- -Resident #4 had a diaghosis of paranoid
schizephrenia.

-Resident #4 was verbally aggressive towards
him that morning.

-It was unusual for Resident #4 to curse at him.
-The facility had notifled him 05/07/21 that
Resident #4 had been verbally aggressive with
another resident.

-Resident #4 had an increase in agitation due to a
decrease in the psychotropic medication that was
administered.

' -He had decreased his medication because
Resident #4 was having side effects from the ‘
psychotropic medicafion that was ordered.

Interview with the team leader for Resident #4's I
psychiatric provider on 05/11/21 at 9:40am i
revealed: .
-The facility had not notified the provider of the i . ‘
missed doses of Latuda.

-The facitity should have notifisd the provider ‘
Resigent #4 had missed doses of the prescribed

medication. ‘
-The providers office would have provided ,
samplas of the medication if they had been made ’

aware Resident #4 would miss doses.

i -Missing doses of Latuda could cause Resident

' #4 to experience increased paranoia and i
agitation. |

| 0B/20/20 revealed diagnoses included diabetes

- meliitus and hypertension.
|
i
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| Interview with the facility’s contracted PCP on
05/05/21 at 4:00pm revealed:

‘ -She did not know of frequent finger stick blood

; sugar (FSBS) check refusals for Resident #5.

| -She was not concarned for one missed FSBS
check but expected staff to notify her if there were
3 gonsecutive refusals.

‘ a, Review of physician’'s orders dated 01/20/21
for Resident #5 revealed an order for finger stick

" blood sugar {FSBS) chacks three times daily with

| Novolog §S| three times dally (Novolog is a fast

" acting insulin used to lower blood sugar).

Raview of a physician's order form dated
| 03/03/21 for Resident #5 revealed:

-Resident #5 had poor glycemic cortrol and
‘ snacks brought by family members needed to be
I suger free.

-There was an order for FSBS greater than 500 to
i contact the PCP.

‘ Review of Resident #5's April 2021 eMAR
revealed:

| -There was an entry for FSBS check once a

" morning, if the FSBS was greater than 500, call

| the PCP,
-The FSBS check with instructions for FSBS

. results greater than 500 was scheduled for
8:00am and separate from the Novolog SS1 three
times daily.

‘ -There was an entry for FSBS checks three times

. daily with Novolag SSI.

‘ -Staff documented FSBS results for 40 of 80
opportunities ranging from 127 to 572,
-There were 4 FSBS resulis greater than 500: cn
04/18/21 af 7:00am the FSBS result was 551, on
04/17121 at 7.00am the FSBS result was 545. on

i 04/29/21 at 7:00am the FSBS result was 572 and

! on 04/30/21 at 11:30am the FSBS result was 567.

D273
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-5Staff documented 50 of 80 FSBS checks were
net dona: 46 because Resident #5 refused, 3
because Resident #5's fingers were sore and 1
because Resident #5 was out of the facllity.
-There were T consecutive refusals at 7:00am,
11:30am and 5:00pm on 04/10/21 and 04/11/21
and 7:00am on 04/12/21.

-Resident #5's FSBS result for 11:30am on

- 04/12/21 was 422.

-Thers were 5 consecutive refusals at 11:3Cam
and 5:00pm on 04/18/21 and 7:00am, 11:30am
and 5:00prm or 04/19/21,

. -Resident #5's FSBS result for 7:00am on
04/20/21 was 454,

-There were 3 censecutive refusals at 7:00am,
11:30am and 5:00pm on 04/22/21.

-Resident #5's FSBS result for 7:00am on

. 04/23/21 was b45.

-There were 3 consecutive refusals at 11:30am
and 5:00pm on 04/27/21 and 7:00am on
04/28/21.

-Resident #5's FSBS result for 41:30am on
04/28/21 was 500,

-There was no documentation on the eMAR
Reszident #5's PCP was notified of consecutively
refused FSBS checks and FSES results greater
than 500.

Review of Resident #5's May 2021 eMAR
revealed:

-There was an entry for FSBS check ance a
morning, if the FSBS was greater than 500, call
the PCP.

-The FSBS check with instructions for FSBS

. results greater than 500 was scheduled for

| 8:00am and separate from the Novclog 58I three
‘ times daily.

" -Thare was an entry for FSBS chacks three times
' daily with Novolog SSI.

I -Staff documented 4 FSBS resuits ranging from

Division of Health Service Regulation
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| 359 to 483; thare were no results documented for

7:00am and 11:30am on 05/01/21 through
05/05/21.
-Staff documented Resident #5's fingers were

" sore an 05/01/21 at 7:00am and 05/03/21 at

7:00am; the resident was not in the building on
05/05/21 at 11:30an; and the refused 7 FSBS
checks.

" Review of the pharmacist consultation report

dated 04/06/21 for Resident #5 rovealed:

-The pharmacist neted Resident #5 had been
refusing FSBS checks per docurnentation on the
electronic medication administration record
(eMAR].

i «The pharmacist recommended additicnal

documentation which included notification to the
prescribar.

Review of electrenic care notes for Resident #5
revealed:
-The eniry cates were cut off on the copy of

requested notes for April 2021 through May 2021,

-Thara was decumentation staff notified the

- facility’s contracted primary care provider (PCP)
- on 04/18/21 at 8:30pm that Resident #5 refused

5:00pm medications including the FSBS check.
-There was documentation staff notified the PCP

. from the Vsteran's Administration on 04/27/21 at

8:00pm that Resident #5 refused 5:00pm and
bedtime medications including the FSBS check.

Review of Resident #5's April and May 2021

eMARs, electronic care notes dated 04/01/21
through 05/04/21 and PCP notification forms

- revealed thers was no documaniation Resident

#5's PCP was notified of 4 FSBS results greater
than £00, 4 instances of 3 or more consecutive
FSBS check refusals as well as refusal of
muitiple FSBS checks.

{
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| Interview with Resident #5 on 05/11/2% at §:54pm
revealed:
-He did not know who his PCF was.
-He did not afways refuse medications and FSBS
checks, sometimes staff did not come to his
room.
! _He like to walk to the store, eat lunch outside the
‘ facility and sit outside.

! interview with a medication aide {(MA) on 05/11/21
[ at 7:24am revealed:

! Her initials were on Resident #5's eMAR for

‘ 7:00am FSBS check refusals on 04/10/21,
04121121 and 04/28/21.

| -She would attenpt 3 times to check Resident
#5's FSBS before documenting he refused.

-She aiso reported to the oncoming MA for first
shift to try checking Resident #5's FSBS before
breakfast.

-She reported all F$8S check refusals to the first
l shift lead Supervisor/MA.

-The lead Supervisor/MA contacted Resident #5's
PCP.

I -She did not dosumaent reporting the FSBS check
! refusals to the lead Supervisor/iMA.

" Interview with a second MA on 05/10/21 at
2:30pm revealed:

' -MAs were supposed to fax the PCP for FSBS
chacks that were rafused each time.

| -The MA was supposed to document the FSBS

‘ check was refused and the contact with the PCP
in a tempiate in the computer system.

" Interview with a third MA on 05/11/21 at 6:11pm

! revealed:

‘ -She documented administration and refusals for
Resident #5's evening medications.
-Sne faxed the facility's contracted PCP after

[ D273

|
i
|
|
|
|
%
|
\
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Resident #5 had three consecutive refusals.
-Faxed notifications were kept in the madication
room behind the front desk.

-She did not know where faxes that had heen
sent to the PCP were kept bacause they were
taken out of the folder in the medicatior, rcom
ange it was faxed.

-She did not know if the faxed forms had been
scanned into an elactronic record.

Interview with the lead Supervisor/MA on 05/11/21
at 6:59pm revealed:

' -For FSBS results greater than 500 like the 551

on 03/Q3/21, 548 on 03/05/21 and 567 on
04/30/21, the MA was supposed {c contact the
PCP.

-She "probably"” sent a text message notifying the
PCP of FSBSs greater than 500.

-It wasg hard to contact a provider at the Veteran's
Administration for Resident #5.

-Staff had not reported Resident #5's FSBS
check andfor medication refusals to her.

Telaphone interview with the facility's contracted
PCP or. 05/11/21 at 5:01pm revealed:

-Residant #5 had poorly controlled diabetes
mellitus and was at increased risk of damage to
his eyes, kidneys, heart and feet by not having his

- FSBS monitored and treated.

-5he was not notified of the number of FSBS
check refusais, the consecutive FSBS check
refusals and the 7 FSBS results greater than 500.
-Staff may have nctified Resident #5's Veteran's

. Administration provider.

Attempted telephone interviews with Resident
#5's Veteran's Administration Provider on
05/11/21 at 1:58pm and 05/11/21 at 4:58pm were
unsuccessful.
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. b. Review of physician's orders dated 01/20/21
for Resident #5 revealed an order for Levemir
insulin 42 units subcutanecusly (SQ) at bedtime
{Levamir is a long acting insulin used to regulate ‘
blacd sugar levels).

|
|
|

|

| Review of a physician's order form dated ‘
© 04/02/24 for Resident #5 revealed:
-There was a strika through cn the preprintad |
order for Levemir 42 units SQ at bedtime. .
-There was a handwritten entry for Lantus written |
above the strike through documenting Resident '
#5 was on Lantus 42 units SQ at bedtime (Lantus | ‘
is a long acting insulin usaed to regulate blood

sugar levels). ‘
-The form was signed by the physician listed on

prescription labels from the Veteran's l
* Administration,

- Raview of a physiclan's visit form dated 04/02/21 I
for Resident #5 revealed; ‘

-There was an order tc increase Lantus to 50 '

units at bedtime. |

-The form was signed by the physician listed on ‘ !

prescription iabels from the Veteran's ‘

Administration. R

Review of Resident #5's April 2021 electronic |
medication administration record {eMAR) |
revealed: ’ ’
-There werg two entries for Lantus 50 units SQ
daily at bedtime scheduled at 8:00pm. ‘
| -There was documentation Resident #5 refused i
' Lantus on 04/17/21, 04/18/21, C4/23/21 and !
| 04/27/21, there was no documentation the ‘
’ resident's PCP was notified.
-There was an entry for FSBS chacks threa times ‘
daily.
-Resident #5's FSBS result on 04/18/21 at ‘
‘ 7:00am was 551; there were no results
Oivision of Health Sarvice Regutation
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- documented at 11:30am and 310 at 5:00pm on
- Q4/18/21.

| -Resident #5's FSBS result on 04/24/21 at

' 7.00am was 500; there were no results

‘ dacumented at 11:30am and 310 at 5:00pm on
‘ 04/24/21.

i
‘ Raviaw of Resident #5's May 2021 eMAR |
revealed:
‘ -There was an entry for Lantus 50 units SQ daily
at bedtime scheduled at 8:00pm.
| -Staff documented Resident #5 refused the
Lantus on 05/04/21; thare was no documentation '
the resident's PCP was notified.
-There was an entry for FSBS checks three fimes ]

daily. } |

-There were no FSBS results documented at
7:00am and 11:30am on 05/01/21; the 5:00pm
1 FSBS result was 359 on 05/02/21.
! Review of electronic care notes for Resident #5 |
revealed: ‘
“Tre entry datas were cut off on the copy of :
requested notes for March 2021 through May |
i 2021, ]
' -Thare was documentation staff notified the
4 facility's contracted primary care provider (PCP) E
|
|

on 04/18/21 at 8:30pm that Resident #5 refused
' bedtime medications inciuding insulin.
| -There was documentation staff notified the PCP
fram the Veteran's Administration on 04/27/21 at ’
| 8:00pm that Resident #5 refused bedtime
‘ medications including insulin.

I Review of Resident #5's March, April and May !

‘ 2021 eMARSs, electronic care notes dated |
03/01/21 trrough 05/04/21 and PCP natification

[ forms revealed there was no documentation l

I Resident #5's PCP was notified Resident #5
refused long acting insuiin on 03/13/21, 03/23/21, |

Division of Health Service Regulation
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Ca4/17/21, 04/23/21 and 05/01/21,

interview with a medication aide (MA) on
05/10/21 at 2:30pm revesaled:

-MAs were supposed 1o fax the PCP for
medications that were refused or not available for
administration each time.

-The MA was supposed o document the
medication was refused or nat available and the
contact with the PCP in a template in the
computer system.

Interview with a second MA on 05/11/21 at

6.1 pm rovealed:

-She documented administration and refusals for
Resident #5's evening medications.

-She faxed the facility's contracted PCP after
Resident #5 had three consecutive refusals.
-Faxed notifications were kept in the medication
roem behind the front desk.

-She did not know where faxes that had been
sent to the PCP were kept because they were

; 1aken out of the folder in the medication rcom

©once it was faxed.
-She did not knew if the faxed forms had been
: scannad intoe an electronic record.

Interview with the lead Supervisor/MA on 05/11/21
at 6:58pm revealed:

-It was hard to contact a provider at the Veteran's
Administration for Resident #5.

-Resident #5's PCP was the facility's confracted
PCP.

-Staff had not reperted Resident #5's FSBS
check and/or medication refusals to har,

' Telephone interview with the facility's contracted

PCP on 05/11/21 at 5:01pm revealed:
: -She did not know of Resident #5 refusing his
" long acting insulin on 03/13/21, 03/23/21,
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D273 ‘ Continued From page 20 ] D273 ‘
04/17/21, 04/23/211 and 05/01/21. ‘

‘ -Staff may have notified Resident #5's Veteran's |
Adminisfration provider. ‘
Attempted interview on 05/11/21 at 3:35pm with |
the medication aide (MA) who decumented ‘

' Residant #5's refusals of long acting insulin on |
03/23/21, 04/17121, 04/23/21 and 05/01/21 was ’ ‘

! unsuccessful.

[ tnterview with the Administrator on 05/07/21 at |

‘ 3.00pm revealed: i
-She was not aware of Resident #5's refusals of ! i

| multiple medication includiag insulin and FSBS ‘

i checks refusals. |
-She was not aware Residert #5's PCP was not

! notified. ‘ |

! Second interview with the Administrator on ‘
05/14/21 at 7:47pm revealed: |
-She expected the MA on duty to notify the PGP ‘

‘ immediately for medications that were not |
available for administration. ‘ ‘

‘ -She expectad the MA on duty to notify the

| resident's PCP after the third consecutive refusal |
of a dose of the same medication.

! -The MA was expected to document medications |

| not given and the reascn on the eMAR and i

I document notifying the PCP in the electronic care g

l notes. f

1 Attempted telephone interview with Resident #5's |

| family member on 05/11/21 at 8:54am was . \

{ unsuccesshul, ' l

' Attempted interview with Resident #5's Veteran's |

- Administration Provider on 05/11/21 at 1:58pm

’ and 05/11/21 at 4:58pm were unsuccessful.

| The facility falled to contact the primary care | ‘
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Continued From page 21

i provider (PCP} for the acute and routine health

care neads of 2 of 6 sampled residents related to
refusals of insulin and blood sugar monitoring and
netifying the PCP when fingerstick blood sugar

. was greater than 500 mg/dl (#5) and contacting
i the PCP for inability to obtain a psychotrapic

medication used to traat paranoid schizophrenia
(#4). The facility's failure resuited in Resident #4

' experiencing increased aggressive behavior

towards another resident and Resident #5 having
finger stick blood sugars greater than 500 mg/dl
which was detrimental to the health, safety and
welfare of the residents and corstitutes a Type B

 Violation.

The facility provided a plan of protection in
accordance with G.5. 1310-34 on 05/10/21 for
this violation.

THE CORRECTION DATE FORTHE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 25,
2021.

10A NCAC 13F .0902(c)(34) Health Care

10A NCAC 13F .0902 Health Care

(¢) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or arders from
a physician or other licensed health professional
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph {c)(3) of this
Rule.

D273

D 278

ToREdReH®

Resident #7 was educated on the importange
of using her portable oxygen tanks when

leaving the facility for outings with her LS/’HZ‘I
family or for doctor's appointments. She w
educated that the staff is available to help Her
at all times and should ensure that she has
portable tanks when she leaves the facility.
This education was provided by RN and
resident #7 verbalized understanding.

LHPS nurse educated Med Aides on the
importance of ensuring that residents with | 5/7/21
oxygen have their portable tanks available
when leaving the facility for outings and
appointments, and that tanks are full.

S
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This Ruie is not met as evidenced by.
| TYPE B VIOLATION
" Based on observations, interviews, and recerd
| reviews, the facility failed to ensura 1 of 5
; sampled residents {#7) who had an order for
! oxygen as needed had a portable oxygan tank
i available to take with them when out of the
facility.

The findings are:

. Review of Resident #7's current FL-2 dated

| 04/14/21 revesaied.

-Diagnoses included chronic obstructive

pulmenary diseass, arthritis and osteoporosis.

| -There was an order for oxygen at 2 liters per
minute; the order did not specify as needed

l {PRN) or continuous.

on an ugdated list by the
that sta
portabie tanks prier to leaving the facility.

‘Residgents that require Ox %en ara identified and kept
C for easy reviaw to ensurie 8128121
can identify residants that wili requlire thelr

l Reviaw of a physician's order clarification request

" dated 04/26/214 for Resident #7 revealed an order

| for oxygen 2 liters ger minute via nasal canula as
needed.

‘ Review of Resident #7's current care plan dated
04/23/20 revealed the resident used oxygen at 2
‘ liters per minute and had shortness of breath.

' Review of Resident #7's Licensed Health

f Professional Support (LHPS) svaluation dated
. 02/25/21 reveaied:

| -Resident #7 had an LHPS task of oxygen

i administration and monitoring.

-Thaere was documentation staff monitored

| Resident #7's oxygen which was set on 3 liters
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per minute via nasal canula.

‘ Review of Resident #7's May 2021 elsctronic
med!cation administration record (eMAR}
revealed:

| -Thera was an entry for oxygen at 2 liters per

! minute as needed with a start date of 05/06/21.

-There was an entry to chack oxygen tanks every

_ shift with a start date of 05/06/21.

| _Thers wers no staff initials documented for sither

~entry.

Observation on 05/04/21 at 10:43am revealed
F Resident #7 was sitting in & chair in her rocm
wearing oxygen via nasal canula attached to an
oxygen concentrator set at 2 liters per minute with
‘ gifficulty breathing.

i Interview with Resident #7 on 05/04/21 at
' 10:43am revealed her oxygen was working fing
l and she did nct have any concerns.

| Observation on 05/08/21 at 12:04pm revealed:

l -Resident #7 was walking through the front door
of the facility.

-Resident #7 did not have ar oxygen tank with

her.

-Resident #7 was panting and short of breath,

-Resident #7's family member told all staff

present, "l have asked three times for her

‘ (Resident #7) poriable oxygen tank. They said

I they would teach her {Resident #7), but they have
not."

‘ Interview with Resident #7's family member on
05/06/21 at 12:04pm revealed:
-She asked for the portable oxygen tank o be
given to her so she could learn how to use it but

staff had not given it to her.
| -Residert #7 came back panting, she always did

|
|
|
i
|
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|
|

when returning from a medical appointment. J
-5ha took Resident #7 to her appointmert every ’
manth.
-She had asked staff for the last three manths for ‘
Resident #7's portanle oxygen tank to be
provided and never received it. i
-She would have liked to take Resident #7 to

« lunch but the resident needed her oxygan.
-Resident #7 needed a haircut but the family
could not take her because she did not have a
portable oxygen tank for the resident. ‘
-Resldent #7 had been using oxygen for more ‘
than six months. |
-Initially Resident #7 did not use the oxygen all '

; the time but she had declined and was using the
oxygen ali the time.

| -Resident #7 would not complain and did not like

o ask for things.

Obsarvation or 05/08/21 at 12:26pm revealed

. Resident #7 was siiting in a chair in her room
wearing oxygen via nasal canula attached to an
oxygen concentrator set at 2 liters per minute and
short of breath.

12;26pm revealad:

-She was breathing easier with her oxygen back

on.

-She had gone to a medical appointment with her

family member without the oxygen. ;

-She had not eaten |unch and did not want ‘

! anything to eat. ‘

" -She only went outside at the end of the hall to |
smoks a cigarette and retumed right back to her _

room. |

-She did not think any of the staff knew she had a

| portable oxygen tank, J

~She had the portable oxygen tank for a year. ‘

|

|

|

Interview with Resident #7 on 05/06/21 at J
|

|
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interview with a medication aide (MA)} on
05/08/21 at 12:28pm revealed.

-She did not know Resident #7 should have taken
a portable oxygen tank with her when she left the
facility. i
| -The last time Resident #7 left the facility for a
medical appointment she left without the portable
oxygen tank. ‘

-She saw Resident #7 walking around the facility

without her oxygen.

-Sha did not know R